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By J. H. Hays, M. D. 
ENID, OKLAHOMA 


Pyelitis is an infection of the pelvis of the kidney. Strictly speaking, I doubt 
if there is ever an infection of the kidney pelvis alone. 

In the beginning there is undoubtedly some infection in the body of the 
kidney. During the process of many of the acute infectious diseases, as typhoid 
fever, pneumonia, tonsillitis, bacteria without pus is found in the urine and these 
organisms must have passed through the kidney without producing an infection. 
Similarly in the early stages of pyelitis, I am of the opinion that the calices and 
tubules are infected, but probably having a higher resistance, overcome the in- 
fection, and the disease becomes limited more nearly to the pelvis. In a pyelitis 
of a few days’ standing there is a ureteritis and nearly always a cystitis, though 
the cystitis may be very mild. 

Pyelitis in the adult is usually secondary to an infection in some other part 
of the body, or follows some acute infectious disease, as colitis, enteritis, lagrippe, 
tonsillitis, acute or chronic appendicitis, cystitis, salpingitis, etc. A renal stone 
may be the exciting cause of pyelitis. Any obstruction in the urinary tract, to 
the free outflow of the urine, as stricture in the urethra, enlarged prostate or 
stricture of the ureter, or any pressure on the ureter from without, as a pregnant 
uterus, ovarian cyst, or growth in the abdomen that prevents the free outflow of 
the urine may be an exciting cause of pyelitis. 

The infecting organism in the order of their frequency, in my experience, is: 
First, the colon bacillus; second, the staphylococci; third, streptococci; fourth, 
gonococci; fifth, tubercle bacilli. I have found the colon bacillus to be the in- 
fecting organism in more than 80 per cent. of the cases. In about 10 per cent. of 
the cases there was a mixed infection of colon bacilli and staphylococci. I have 
had three cases of gonorrheal infection, two cases in which the tubercle bacilli 
was the infecting organism. 

There is much discussion and great difference in opinion as to how the in- 
fecting organism reaches the kidney pelvis. I am of the opinion that in a majority 
of the cases, the bacteria reaches the pelvis by direct extension. I think this is 
particularly true of the colon bacillus, because on close questioning and securing 
a careful history, I have found that the patient has had some bowel disturbance, 
as constipation, colitis, or pelvic operation, or gives a history of some preceding 
bladder disturbance. Further, that the right kidney pelvis is more frequently in- 


*Read in Section on Genito-Urinary Diseases, Skin and Radiology, Tulsa, May 15, 1918. 
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fected than the left, in about the ration of 3 to 1, and the ascending colon comes 
in very close contact with the right kidney. 

In the three cases of gonorrheal pyelitis which I have had, two of them had 
severe gonorrheal cystitis; the other had a salpingitis. In these cases of gonorrheal 
infection, the two cases of severe cystitis, I obtained practically a pure culture 
of the gonococci from the kidney urine, while in the bladder urine, it was almost 
impossible to find the gonoccocci. The bladder urine was loaded with staphylo- 
cocci, pus and mucus. These two cases gave a history of gonorrheal urethritis 
followed later by frequent and painful urination. One of the cases gave a history 
of a year’s standing and the other a history of four years, and these cases have 
the appearance of a direct upward extension of the infection, as they gave no 
history of any other constitutional symptoms than pain in the back and an oc- 
casional chill; however, in the case of gonorrheal salpingitis there was not much 
disturbance of the bladder except some increased frequency of urination with 
little pain, and cystoscopic appearance of the bladder showed the trigone to be 
redder than usual and the ureteral openings were edematous. The infection in 
this case must have reached the kidney pelvis either through the blood stream or 
the lymphatics, and this patient had considerable constitutional symptoms, such 
as chills and fever, which however promptly passed away when the pyelitis was 
cured. In the two cases of tubercular pyelitis, they were in reality pyelonephritis, 
there being a direct extension of the ulcer from the pelvis into the kidney proper. 
In both of these cases a nephrectomy was done and the lesion was noted; no other 
part of the kindey was involved. In these two cases the original focus could not 
be located but were probably in the lungs and the bacillus undoubtedly reached 
the kidney through the blood stream. Both cases made a good recovery and are 
now in excellent health. 

The symptoms of pyelitis are variable. The temperature is extremely variable. 
The height of the temperature does not necessarily indicate the severity of the 
infection. I have known cases with a temperature of 103 or 104 with but a small 
amount of pus in the urine. With one or two lavages of the pelvis, the temper- 
ature promptly dropped to normal and the patient made a rapid recovery. In 
some cases the temperature curve is like that of typhoid. In other cases it is re- 
mittent and in still other cases it is intermittent. There may be chills and high 
fever, there may be rapid rise and fall of temperature, without chills, and there 
may be chills with little or no fever, and there may be fever from day to day, for 
several days with only one or two degrees of variation in 24 hours. 


The pain of pyelitis is as variable as the temperature, both as to location and 
severity. There may be pain all over the abdomen and the recti muscles rigid. 
In a right sided pyelitis, the pain is often in the region of the appendix or the fal- 
lopian tube and the right rectus muscles will be rigid. The pain may extend over 
to the region of the gall-bladder. There may or may not be tenderness over the 
kidney. If the kidney is well up under the ribs as on the left side it is difficult 
to elicit tenderness, while in other cases the pain is located in the back directly 
behind the kidney or kidneys and the kidneys are extremely tender on palpation. 
Many of the acute cases are nauseated, with vomiting and difficult to get a bowel 
movement. 

It is practically impossible to diagnose pyelitis without an examination of 
the urine. In every case of pain in the belly, in every case of fever with abdominal 
symptoms, examine the urine. If the urine contains pus in large or small quan- 
tity, be suspicious of pyelitis. Go over the history of the case carefully, inquire 
closely as to previous illness, and if the patient does not improve in a day or two, 
and is old enough, have the patient cystoscoped. 


Pyelitis is a very common disease, probably more often overlooked than any 
other infection. Many operations have been done for appendicitis, gall-stone 
and cholecystitis; had the surgeon taken the simple precaution to have the urine 
examined, he would have saved the patient an unnecessary operation and himself 
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a keen disappointment. To be sure, pyelitis is frequently a complication of gall- 
bladder infection and chronic appendicitis. [If circumstances will permit, it is 
better to cure the pyelitis before operation for the other condition, because the 
patient lying quietly in bed, with a lowered vitality following the anesthetic and 
operation, bowels not moving for two or three days, drinking little or no water 
for the same length of time, an infection in the kidney pelvis will become active 
and the patient will develop fever, and often pain, which will delay and greatly 
prolong and may even prevent recovery. 

The prognosis in pyelitis is directly dependent on the infecting organism, the 
treatment, age, and vitality of the patient. If the infection is tubercular, the only 
treatment is a complete nephrectomy with removal of the ureter down as close to 
the bladder as possible. The amount of anesthetic and the time consumed in this 
operation is important. 

If the infecting organism is streptococcus, the treatment must be energetic 
if you wish to save your patient. Direct pelvic lavage with 1-2 to 1 per cent. 
silver nitrate repeated every 24 to 48 hours, abundance of water, evacuation of 
the bowels, and anti-streptococcic serum give the best results. Fortunately there 
are not many of these cases. Unfortunately, the majority of them are in children 
and the pelvic lavage cannot be carried out and the patient therefore loses the 
most valuable form of treatment. These cases in children often become a pyo- 
nephrosis, which is usually fatal. 

If the infecting organism is the colon bacillus or the staphylococci, the prog- 
nosis as to life is usually good, unless the patient is old and feeble or very young. 
However, these forms of infection are prone to become chronic with frequent 
exacerbations. The treatment in children is large quantities of water, urotropin 
in an acid medium, rest and good elimination. The disease is not always cured by 
this form of treatment but is checked and the patient apparently recovers but is 
likely to have a recurrence when indisposed from some other cause, as colds, 
lagrippe, etc. In the adult, pelvic lavage with 1-2 to | per cent. silver nitrate 
every 3 to 5 days, urotropin 20 to 40 grains daily in an acid medium, abundance 
of water, good elimination, is the most effective treatment. The lavages should be 
repeated until the catheterized urine contains no pus. The patient should then 
be requested to return at intervals from 2 to 4 weeks, for 2 or 3 months. If at the 
end of this time the urine is still free of pus the patient may be discharged. 


To Summarize: Pyelitis is a very common disease, more frequent in women 
than in men, in about the ratio of 4 to 1. It occurs in all periods of life, from the 
6 months babe to the octogenarian. It may be either unilateral or bilateral, more 
frequently bilateral in children than in adults. Pyelitis has no definite train of 
symptoms. It is frequently mistaken for appendicitis, cholecystitis, gall-stones or 
salpingitis. The most common infectious organism is the colon bacillus, the 
staphylococci, the streptococci, gonococci and tubercle bacillus. 

The prognosis is good when diagnosis is made early and the proper treatment 
is instituted. The most effective treatment, except in the tubercular infections, is 
pelvic lavage with a weak solution of silver nitrate. 


Discussion. 


Dr. Julius Frisher, Kansas City, Mo.: The doctor has made no mistake when 
he says in his paper a pyelitis and a pyelonephritis are usually present and that 
the kidney proper is infected. Infection from a pyelitis, I believe, just as the doctor 
thinks, is usually due to a cold infection and follows some intestinal disturbance. 
In most instances the infection of the kidneys or the infection of the pelvis of the 
kidney, but if either takes place it is either a homatogenous infection or lymphatic 
infection or by direct ascension through the urethra into the pelvis of the kidney. 
Eisendrath has proved undoubtedly that the infection in the greater number 
of cases is lymphatic, passes up through the lymph channels outside the urine 
and infects the kidney proper and the pelvis of the kidney last. If the pelvis of 
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the kidney alone is infected, why, if the patient has any resistance, the urine 
can carry off considerable of this infection and do away with it. 

In regard to the treatment of this pyelitis or this pyelonephritis, we have 
received wonderful results in these cases, and especially in constipation, by doing 
away with intestinal disturbances, by taking care of the intestinal infection to 
begin with, that is by a buttermilk diet or whatever goes to the health of the pa- 
tient, taken internally, to help out with intestinal diagnosis, in regard to a stasis 
of the bowel or infection of any certain part of the intestinal tract. 

Cystocopy with kidney lavage once a week with one-half of one per cent. of 
silver nitrate (he used a two per cent., I use a half per cent. protargol in the pelvis 
of the kidney applied about once a week) gives us very nice results. The resist- 
ance of the patient is increased and in that way if the resistance of your patient 
is increased, the regulation of the diet will help those cases considerably. 

Dr. Hays did not make reference in his paper to the vaccines. I see he does 
not use them. I think them to be of very uncertain value. My results with 
vaccines used in a great number of cases for different troubles of different charac- 
ter, proved them to be of very uncertain value. 


Dr. F. K. Camp, Oklahoma City: While my experience has been very limited 
along this line, I did work in one of the largest clinics in Chicago, at the Cook 
County Hospital, this year for several weeks and I just wanted to confirm what Dr. 
Hays said here, that in that clinic we found about eighty-five per cent. of pyelitis 
was due to the colon bacilli. Cultures are made from the urine from the kidneys 
and that was the result. The treatment they are using there is one per cent. silver 
nitrate once a week. 


A Voice: I would like to hear from the chairman. 


The Chairman: We have such limited time I would rather give way to some- 
one else. I would like to say this, I want to compliment Dr. Hays on this most 
excellent paper. This is a very important subject and it resolves itself into this 
fact, that I think all cases where we have symptoms of any kidney lesions, pyelitis 
or nephritis in whatever form, calls for a very careful differential diagnosis. The 
cystoscope must be used, catheterization and functional tests, so that we can 
know accurately the lesions we are dealing with. Whether it is one or both sides 
and then after we have located it in one or the other kidney or both, then of course 
we have to locate its cause. Usually there is focus somewhere in the body; find 
this trouble and try to remove this point, that is the teeth or from what source, 
tonsils, prostate, or bacillus colon, why of course, eliminate that trouble. For that 
condition we do that jointly in our treatment. 

Now, as for the lavage, I have done but very little of that. I have used pro- 
targol in only a few cases, nitrate of silver, in say two or three, so I can’t speak 
from personal experience. 

I want to say this about the vaccines. I am a believer in vaccines. I think 
vaccines have a very important field and do not think they have any bearing what- 
ever in acute gonorrhea, or things of that nature, but do think that in these older 
cases of this kind, the vaccines have given a cure. The reason why we do not 
get the results is because we go at it in a dilatory way, we give it today and skip 
two or three days and do not push it to the physiological limit. I usually give 
the stock vaccines and I give them each day until I feel that I have reached 
the physiological limit or until I throw the patient into some reaction and then of 
course we discontinue that. I do feel that the vaccines should not be discarded. 
They have their field of usefulness. 


Dr. Hays, closing: I thank the gentlemen for discussing the paper. There is 
one point I tried to emphasize in the paper and that is, there are so many cases 
of pyelitis that were never diagnosed. I presume every ore of you men that are 
doing this line of work have seen a great many cases that have been operated 
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upon for chronic appendicitis, drainage of the gall-bladder, that were not cured, 
and you afterwards found that the patient would ultimately learn that he had 
an infection in one kidney or both and that the recovery was marked after 
they had been treated for this trouble. 


There is one other thing that I should have mentioned in the paper relative 
to the treatment of pyelitis, and that is drainage of the kidhey. I don’t lay all 
the cure of pyelitis to pelvic lavage. I use a large catheter when I find a case of 
pyelitis and I find a great many of them. I use as large a catheter as I can pass 
up the ureter. I have a number ten catheter and whenever I can pass this cath- 
eter up the ureter I certainly do so. Why? Because it dilates the ureter and 
gives a better drainage to the kidney. I really believe that the drainage in these 
cases has as much advantage as the silver nitrate. I never use anything but silver 
nitrate, and before I inject the pelvis of the kidney with silver nitrate, I pass the 
catheter completely into the pelvis to try to draw off all the urine. I have found 
that in old chronic cases of pyelitis there is always some retention of the urine. I 
remember only last week that I drew off an ounce of urine from the pelvis of one 
kidney showing the beginning hydronephrosis which I think was due to an old 
chronic infection. 


Dr. Wallace has brought up a very interesting question, the question of vac- 
cine, and, doctor, I don’t know about vaccine. I have used vaccines. Sometimes 
I think they help; sometimes I think they don’t. I have used the stock vaccine 
and I have used the autogenous vaccine and I declare I don’t know yet whether 
they have helped or not, but I do know this about the vaccines, that in every case of 
prostatectomy that I have had, I use the vaccines before I do the prostatec- 
tomy, and they helped in those, cases. Just why, I don’t know, but they did 
help, and if that is true that they do help in the bladder operations, they must 
help, of course, as the doctor says, in the pyelitis. Thank you. 


CHANCRE OF THE FINGERS. 


D. W. Montgomery and G. D. Culver, San Francisco (Journal A. M. A.,, 
Jan. 18, 1919), call attention to the serious liability to syphilitic infection of the 
fingers of physicians, especially gynecologists and obstetricians. Nurses might 
be supposed to be similarly liable, but the authors have seen fewer cases among 
them. A paronychia-like chancre is especially hard to recognize, as it does not 
in any way resemble an intitial lesion. The nail and nail-fold obliterate the char- 
acteristics. An obstinate, long-enduring and exceedingly painful panaritium, 
occurring in a physician or nurse should excite suspicion and be examined for 
spirochetes. After five weeks the blood might be examined for the Wassermann 
reaction. An indolent bubo at the epitrochlea or in the axilla has diagnostic value, 
but any suppurative lesion of the finger might cause such a swelling. Any sore 
lasting longer than an ordinary infection and situated on the dorsal surface of 
the web, between the thumb and index finger, or between the index and middle 
finger of a gynecologist or obstetrician should excite the gravest suspicion, and one 
must not attribute too much importance to absence of the epitrochlear lymphatic 
nodule as some of its vessels pass directly to the axilla. A chancre, no matter 
where, usually ulcerates but this is not invariable. One should be always on the 
alert as regards the possibility of extragenital syphilis, and this is specially true 
nowadays when early treatment is so successful. The essential difficulty, however, 
of always recognizing these early lesions, is shown in cases the authors report, 
one of a nurse working with a physician, and the other two were in physicians in 
active practice. In none of these was the true nature of the disease recognized 
until the appearance of the secondary eruption. 
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WHAT THE SIMPLE EXAMINING CYSTOSCOPE MAY REVEAL 
TO THE GENERAL PRACTITIONER* 


By F. K. Camp, M. D. 
OKLAHOMA CITY, OKLAHOMA 


To the every day doctor with the every day practice, to whom comes every 
day puzzling problems in diagnoses, I present this every day paper. Such common 
manifestations as increased frequency of urination or retention of urine which, as 
a rule, present such accompanying symptoms that a clear diagnosis can be made, 
yet often many conditions present just such symptoms and still they do not yield 
to the usual treatment. The etiological factor in many conditions in which there 
is disturbance in urination or where pus or blood is found in the urine cannot be 
determined without some special means of diagnosis. In this class of cases the 
cystoscope is of the utmost value to the general practitioner. At once it may be 
determined whether the symptoms arise from intra-vesical or extra-vesical con- 
ditions. 


While bladder symptoms in the female occur under the same conditions as 
in the male, yet let us not forget that in the female such symptoms are very often 
observed when the disease is in the female sexual organs or their neighborhood. 
Here a cystoscopic examination will show the bladder itself intact, and the bladder 
symptoms, as far as the bladder itself is concerned, will cease to worry us. 


Let us enumerate some of the conditions that may give rise to bladder symp- 
toms: Calculus, infection of any part of the urinary tract; tumors; ulcers; hys- 
teria; diabetes; chronic interstitial nephritis; hypertrophy of the prostate, etc., 
while in the female we may have disease or displacement of the uterus and other 
adnexae. While it is true that many of these may be diagnosed without the cysto- 
scope, yet even in such cases cystoscopic examination will be a benefit in con- 
firming the diagnosis, one of the most satisfying things that can come to the true 
practitioner. We have in the cystoscope our most reliable diagnostic aid in de- 
termining the presence of a vesical calculus. It is far more reliable than the x-ray. 
A negative x-ray report does not mean that no calculus exists, but simply means 
that no calculus of a composition sufficient to make an x-ray shadow exists, as 
is the case in a large number of calculi where the predominant chemical constituent 
is uric acid and urates. Some investigators claim that fifty per cent. of vesical calculi 
are not shown by the x-ray, even in the hands of the most competent radiologist, 
owing to this fact; but there is no reason why a vesical calculus should be over- 
looked by the cystoscope and we are quite sure that it is only rarely missed. In- 
fection of the bladder and the extent of it is easily determined by the cystoscope. 
As to tumors, while it may be impossible to diagnose absolutely the exact type of 
neoplasm encountered in the bladder, yet we know it is characteristic of growths 
in the bladder to pass quickly into malignancy. Therefore valuable results de- 
pend upon early diagnosis and efficient treatment. The mild symptoms mani- 
fested by the patient often lead both patient and physician to procrastinate, and 
complete examination may be neglected. It may be that a cystoscopist is not 
convenient. However, if the general practitioner with the simple examining cys- 
toscope were to make an early examination, taking the diagnosis from the merely 
suggestive to the realm of absolute, what a service he would render his patient! 
If, upon examination, you should find the bladder and urinary passages intact, 
you have done no harm, and the other symptoms will probably disclose the eti- 
ology of the condition. 


It is a matter of common experience now that immense light can be shed on 
pathological conditions of the bladder by a simple cystoscopic examination, and 


*Read in Section on Genito-Urinary Diseases, Skin and Radiology, Tulsa, May 15, 1918. 
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we may go farther than this and say that no definite treatment, surgical or other- 
wise, should be undertaken in obscure conditions of the genito-urinary organs 
without making a cystoscopic examination. 

One of the questions which often presents itself to the general practitioner 
is whether or not he shall refer the case to the specialist for operation or treat 
the case himself. A cystoscopic examination should give him such information. 
Of course, there are many conditions such as acute urinary retention, acute hem- 
aturia, calculus, anuria, and certain kidney affections calling for the immediate 
referring of the patient to the surgeon, yet there are many cases that can await 
the practitioner's diagnosis by means of the cystoscope. Certain bladder symptoms 
well known to us are caused by prostatic hypertrophy. In the majority of cases 
enlargement can be felt by rectal examination, but in many cases where the middle 
lobe is hypertrophied nothing abnormal can be felt, but the examining cystoscope 
will show a vesical projection. Stricture of the bladder neck is another fairly com- 
mon condition which arises from a variety of causes and in which a correct diagnosis 
can only be made by a cystoscopic examination. 

In diseases of the spinal cord in which the bladder is affected, what informa- 
tion can the cystoscope give us? If the urinary retention is due to inhibition of 
the bladder outer trabeculae formation is usually observed in the roof, and in the 
lateral walls of the bladder, while in ordinary obstruction, trabeculae are better 
developed in the neighborhood of the fundus. Thus we have a clue. 


Simple cystoscopy may show clearly whether one or both kidneys are function- 
ing. This may be determined by the urinary efflux from the ureters. Pus from 
the kidneys may be detected, if in definite quantities, as it passes from the ureter. 
It may also be suspected if after the first washing a clear medium should suddenly 
become cloudy—in this case it might be due to a fresh supply of pus being emptied 
from the ureter or kidney into the bladder. Of course the cystoscope would easily 
detect pus originating in the bladder as this could be easily observed. Simple 
cystoscopy will show the origin of a hematuria. It shows whether the bladder 
is dislocated by the pressure of an external tumor. It shows whether or not there 
are any abnormalities of the bladder or orifices of the ureters. 


Most other pathological conditions of the genito-urinary organs are within 
the field of the specialist. That cystoscopy is a method that is indispensable is 
shown by the fact that it forms a part of the routine examination of all urological 
vases in every hospital of any importance, and even in cases where findings may 
throw light on other conditions. 

It is not within the province of this paper to describe the technique of cystos- 
copy, but it can be said that the details can easily be mastered by any physician 
who has the desire and is willing to give the short amount of time that is necessary. 
There are different methods and many styles of instruments but the general prin- 
ciples are the same. To become fairly expert in the use of the simple examining 
cystoscope as well as in the interpretation of the pictures for the common conditions 
that are usually met with, is within the reach of every practicing physician and 
surgeon. The essential conditions for successful cystoscopy call for (1) that the 
caliber of the urethra must be sufficiently large; (2) that the vesical capacity be 
sufficient; (3) that the liquid contents must be clear; (4) good illumination must 
be had; (5) strict adherence to aseptic technique. Urethral dilatation under a 
local anesthetic may be required. If the capacity of the bladder is less than sixty 
cc. cystoscopy is difficult. For the third condition repeated lavages are necessary 
if there is pus or blood in the bladder. One should guard against producing trauma. 


It is thus seen that a method of diagnosis which during the past twenty years 
has revolutionized our knowledge of the genito-urinary tract and inaugurated the 
specialty of modern urology is easily within our reach, at least in its simpler ap- 
plications. Operative cystoscopy and catheterizing cystoscopy are still in the 
special province of the urologist, as well as the special tests for kidney functioning 
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and the like and it is better that the general practitioner should refer such special 
matters to him. 

There is still, however, an impression among many that cystoscopy cannot be 
done without great danger of infection. While this is true when it is a matter of 
an infected bladder and a careless practitioner, is it absolutely untrue when proper 
precautions are taken. 

Galpi, of New Orleans, has recently reported that his last one hundred cys- 
toscopies were done without a single serious result following, and his cases included 
pyelitis, hydronephrosis, pyonephrosis and cystitis, with and without ulcers. It 
is necessary for the strictest asepsis to be observed, but this is only repeating a 
truism which every practitioner admits. It can be obtained by the usual surgical 
precautions, and if one is not drilled in this he had better avoid even simple ex- 
amining cystoscopy. 

There is one other point concerning the value of cystoscopy to the general 
practitioner to which I wish to refer before closing; viz., its post-operative value. 
In many cases where a stone has been removed the cystoscope will detect whether 
or not fragments have been left behind, which may form a nucleus for a recurrence. 
The same remarks apply to cases of tumor, etc. 

There are a few contra-indications to cystoscopy. These may be summarized 
as follows: (1) When the patient is very weak and infirm; (2) when the patient 
is in an emaciated or weakened condition; (3) when there is bilateral renal involve- 
ment of an intense degree; (4) when it is apparent that no surgical procedure would 
be of benefit; (5) during acute urethritis, acute cystitis and acute prostatitis. 

In cases of extensive hypertrophy of the prostate gland it is best to refer the 
patient to the specialist. 

The development within the last few years of so many new methods of diag- 
nosis in diseases of the kidneys, ureters and urinary bladder—the Roentgen rays, 
the cystoscope, the segregator, the ureteral catheter, the endoscope and the re- 
search laboratory—has caused quite an advance to be made in this important 
field. The purpose of this short paper today is to call to the mind of the general 
practitioner that while a number of the above diagnostic aids may be necessary 
in many cases, yet there is a vast store of information that the simple examining 
cystoscope may furnish him, to the end that the practice of his profession may be 
less burdensome and that earlier diagnoses in these cases may be reached, to the 
ultimate benefit of the one we all try to serve—the patient. 

Discussion. _ 

Dr. Horace Reed, Oklahoma City: Mr. Chairman, for a goodly number of 
years I have been trying to use the cystoscope for the purposes of diagnosis. I 
have found that the trouble which I have had is being repeated by others who 
undertake it for the same purposes. The general practitioner, when he undertakes 
to take up cystoscopy, wants to do too much. 

I remember very well that my ambition was to be able to introduce the ure- 
teral catheter as soon as I was able to employ cystoscopy at all. As time goes on and 
as I use the cystoscope over and over, I find myself using the catheterizing cysto- 
scope less and less. Understand, please, that my work is not genito-urinary surgery, 
but general surgery, and I have found that the simple examining cystoscope, in 
the great majority of instances, gives me the information that I want as well as 
the examination, which can be carried on just as easily at the same time, for func- 
tional capacity of the kidneys. I would go further than the essayist in recommend- 
ing the simple cystoscope, which can be easily mastered and that the different tests 
for kidney function be taken up. I am very enthusiastic in the employment of 
indigo carmine as a test of kidney functions. I have been using it for years and 
I have yet to find a case where it does not give quite satisfactory results. I have, in 
addition, employed the phenolphthalein test to determine the functionating ca- 
pacity of the separate kidneys, but there are so many cases otherwise in determining 
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the tests in cystoscopy that I have virtually abandoned it where I wish to determine 
the functioning capacity of both kidneys as a whole. 


The simple cystoscope can be used if a person will master the technique and 
it must be mastered in order to be used successfully. It can be mastered easily 
if a person will take a little time and use a little judgment. It can be used just 
about as easily as can the urethral sound. There is no need of getting infections 
following the use of the sound, indeed I cannot recall a single instance in which I 
have had any complications following the employment of the simple cystoscope. 
The only trouble that I have had in cystoscopy has been in those cases, in a few 
instances, where I tried to employ the ureteral catheter. There is this reason why 
we do not get complications with the cystoscope. I stated a while ago that one 
must master the technique. The technique which I employ is that really which 
one should employ in sounding the urethra; namely, cleanliness. It is absolutely 
essential, as the essayist brought out, that the bladder fluid, or the fluid in the 
bladder be clear. In order to obtain that he must irrigate the bladder. I go a 
little farther and after I get through with the cystoscope (this is a technique which 
I learned several years ago, and have been following it ever since), I use one to 
five hundred solution of nitrate of silver in the bladder, one hundred cc. drawing 
it in at one time: the first fifty I allow to pass out through the catheter and the sec- 
ond fifty I allow the patient to void. This is within a few minutes following the 
examination. 

I have never had cystitis or the infection that I recognized as such follow- 
ing that technique. It was the technique as taught me by Capshammer some ten 
years ago. In using that technique in making simple cystoscopic examinations 
I find that a large number of my patients would be cured of bladder irritations. 
I think, by the thorough irrigation which I gave them and by the employment of 
silver nitrate as a prophylactic against infections. But I wish to emphasize 
this fact, that the simple cystoscope is so simple in the technique, which is very 
easy, that after it is completely mastered there is no reason why the average prac- 
titioner should not avail himself of so valuable an instrument and so valuable a 
method of diagnosis as there is in the cystoscope, and, as I said a while ago, for 
diagnostic purposes I can get along with the simple cystoscope plus indigo carmine, 
because indigo carmine does not add to the technique—the only means that he 
employs, about two and a half grains of indigo carmine in twenty cc. solution 
boiled just before it is injected. It aids one in locating urethritis; it gives one an 
idea of the relative capacity of the two kidneys, it makes this very easy, and, as 
I stated a while ago, I have found that the results obtained from that method has 
proved worthy of consideration. 

The paper is a valuable one but I think the mistake we make is, we lay stress 
upon the fact of the value of these things in diagnosis, without telling the prac- 
titioner and insisting upon the fact that a certain very definite technique must 
be mastered or the man will fail. Just a little thing which seems so trivial is 
sometimes the thing which amounts to a great deal. 


Take simply the adjusting of your instrument before you begin your exam- 
ination. The awkward cystoscopist, and I hope I don’t step on anyone’s toes, 
will introduce his instrument and then say, “Now, turn on the light.”” The man 
who goes about it that way is going to continue to turn out his lights. This thing 
should be adjusted before the cystoscope is introduced, it should be just as much 
a part of the technique as the cleaning of the instrument, because it means success 
or failure. A man must adjust his light just as constantly as he performs the ex- 
amination or the operation, that is the only way—a little point. I mean that to 
emphasize the fact that you must have a technique and there is no reason why 
the average general practitioner could not master this thing and use it just as 
easily as-he uses the sound. 

Just one more word about instruments. I use a Wolfe. Unfortunately we 
can’t get that instrument any more, or at least they are very scarce in this country. 
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We have to give the devil his due and say that the Germans could beat us making 
cystoscopes. The man who undertakes to buy a cystoscope should get a simple 
examining cystoscope and master it before he ever goes any further. Just at 
this time it would be hard to get a real good simple cystoscope, at least so far as 
I know they are not being made in this country as satisfactorily as they were made 
by the Germans before the war. I hope that some company will be patriotic enough 
to take it up and see that they are manufactured. 

Dr. Frisher: I consider the paper a very valuable one, especially for the 
general practitioner; that he should be more conversant in the fact that genito- 
urinary diagnosis can be made, and I do not agree with what Dr. Reed has said 
concerning the use of the cystoscope in the hands of any man, because one cysto- 
scope does not cover all purposes. That is one thing. 

The next thing is that the American cystoscopes are as good if not better, 
than the German instruments. The Wappler Company, in New York, are putting 
out instruments at the present time that are as good, if not better, than any German 
instrument ever manufactured, and in fact the Germans, previous to the time that 
the war began, bought their instruments in New York, some of them did. Of 
course, their method of grinding lenses has not been as good as—is better than our 
method of grinding lenses, in fact they were masters in that phase, but the Wappler 
Company at the start had those lenses on hand and were furnishing them in their 
instruments. When I stocked with my cystoscopes I knew at the time that repair 
parts for German instruments were unavailable, and especially when one needed 
them most, the same as the automobile of today. An Italian car manufactured 
in Italy, you can have a broken axle or some other part broken on that car, and 
before you could send to Italy and get it repaired you might have to go to another 
patient. I mean with the cystoscope you might have to use it in the meantime. 

Now you have to commend Dr. Camp on his paper on the fact that the genito- 
urinary diagnosis and functional test of kidneys are very essential to obtain a 
good urinary diagnosis, especially as to the functional capacity of the kidneys and 
. the measuring capacity of the pelvis of the kidney and so forth, but to complete 
all that now we are estimating the retaining waste nitrogen in regard to the urea 
and so forth, and are doing better work by making our blood examinations in 
conjunction with our function and kidney tests and using one against the other 
in getting accurate information. 

Dr. Camp, closing: Mr. Chairman and Gentlemen: I wish to thank you for 
your discussion but I do not believe there is anything that I have to add, except 
that I use a Brown-Buerger examining cystoscope. There may be others that are 
better, I do not know, but I know it is a very, very satisfactory instrument. 

MULTIPLE CHANCRE. 

J. C. Sargent, Milwaukee (Journal A. M. A., Jan. 11, 1919), reports a case 
of multiple chancre of the penis. He has found only one complete case report of 
the kind in the literature of the last ten years, contrary to Osler’s statement that 
such lesions were common. In the case reported, the first appeared after four 
weeks, and the second after eight weeks incubation. And it seemed probable 
that both are due to the same infection. Of the two possibilities of transplantation 
and second infection, the latter seems most probable. 


CYSTOSCOPY. 

Bransford Lewis, St. Louis (Journal A. M. A., Nov. 30, 1918), publishes the 
description of several new instruments for use in operative cystoscopy. The first 
is a prostatic incisor, with a platinum blade, used for applying fulguration more 
effectively. A case is reported, showing its advantages. The after-effects, he 
says, are so slight that the case is ambulatory with the possible exception of a 
day or so of quiet. Other instruments devised and figured are a ureteral knife 
for opening a constricted ureter, forceps for differentiating phlebolith from ureteral 
stone, a ureteral dilator acting evenly for a given distance along the course of the 


passage. 
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A QUARTER OF A CENTURY IN EMERGENCY SURGERY.* 
Some Observations of a General Practitioner. 


By J. S. Fuuron, M. D. 
ATOKA, OKLAHOMA 


In making a comparison of today’s practitioner of medicine and that of the 
general practitioner of the early 90's, there is indeed a wide range, not only in the 
scope of their work, especially so when it is considered from the standpoint of the 
writer whose work largely was in a sparsely populated country. Nearly thirty 
years ago, the writer hereof located in the eastern part_of the State, then Indian 
Territory, at Atoka, a small village, depending upon meagre farming enterprises, 
largely a cattle country, open ranges, and mainly inhabited by Indians. Travel 
was done principally on horseback and in some cases with buggy and team. Lo- 
cated on the main line of the M. K. & T. railway with a spur line running into 
Lehigh and Coalgate, mining towns. Just out of college, the writer began his 
professional life with no nearer colleagues than ten to fifteen miles away; the only 
graduate of medicine between old McAlester and Denison. There were plenty of 
would-be doctors at all the towns along the main line of the M. K. & T. and our 
early experiences with these fellows were very often as amusing as they were dis- 
gusting. One of the first evidences of confidence being extended to me was an 
appointment by Dr. E. F. Yancy, of Sedalia, Missouri, then Chief Surgeon for 
the M. K. & T. railway system, as Local Surgeon on the Choctaw Division, ex- 
tending from old McAlester to Denison, Texas. Holding this appointment mid- 
way between these points, with no older or experienced assistants of any kind, the 
writer went forth to do emergency surgery and for some time many were the 
startling messages delivered similar to the following, which came within a week 
or ten days after receiving my appointment: 

“Have Local Surgeon, Dr. Fulton, come on Yard Engine to Boggy 

Bottom to attend many injured in wreck of passenger train at Mile 

Post 

Every hair on our head was standing on its end. No one to assist, many in- 
jured, what could I do? We shall not attempt to tell you how wé came out. One 
thing we do well remember, the very active secretion of the kidneys and the fre- 
quent desire to relieve same. During these early years and for many years follow- 
ing, wrecks were of most weekly occurrence, sometimes daily, and never more 
than a few weeks apart. The injured list mounted high during the year. The 
injuries were much the same as of today under such conditions, from the most 
trivial to the most severe, but every one must have attention, even though there 
be no injury but the feigning of injury preparatory to a claim against the company 
for a good fat judgment, which—if you will pardon me—has the medical and 
surgical fraternity skinned a city block in perfecting a cure. Being situated as 
we were and at a time when no one could render any assistance, having to act as 
surgeon, anesthetist, assistant, nurse and orderly, we think we learned early that 
very important lesson—self-reliance, cool headedness, quick decision, and prompt 
command. If a young surgeon doesn’t know what to do, he can procrastinate 
by giving orders to some one else for something to be done, though it be a trivial 
matter—it gives him time to think. One of the greatest assets of the young phy- 
sician during emergency service is to have the confidence of the injured ‘party, 
his friends and bystanders. It helps wonderfully. Such gives the doctor self- 
assurance and thereby enables him to render better service. 

In our early work, many times we have been called to lumber mills to attend 
wounded employees with no one to assist us, and sometimes an amputation of 
the thigh or lower limb. How keenly we have felt the responsibility of having to 
administer the anesthetic, do the amputation, dressings, etc., and on these occa- 


*Read in Section on Surgery, Tulsa, May 15, 1918. 
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sions we have often wondered how a surgeon from the city who is accustomed to 
having assistance and hospital advantages would feel if‘called upon to perform such 
an operation, unassisted, under similar circumstances. 


To recite a case or two: A big robust young man, with both limbs crushed, 
virtually dismembered, one below the knee, the other at the knee, was brought 
to our office from up the road some miles, and having lost a quantity of blood, was 
under severe shock. Stimulants had to be administered and hot packs applied 
for some time, with no assistant present—one called some ten miles distant, but 
could not be gotten—we administered the anesthetic, and to a kindly bystander 
the anesthetic was turned over and we made the amputation in as great haste as 
possible, having to handle every instrument, and sponges, and just about as we 
had all hemorrhage controlled and ready to close the flaps, our doctor friend came 
in. It was a dry, hot summer day, dust everywhere, and he came in loaded with 
it, having driven the distance in a buggy without gloves, and the first thing we 
knew he had his dirty hands into the wound, feeling of the thickness of the flaps, 
and making comment on the same. When I saw what he was doing and excitedly 
called his attention to the fact that he had net washed his hands, he good-naturedly 
said: “Why, my boy, don’t get excited; don’t you know about that laudable pus; 
they didn’t get that out of your head in college, did they? You will have to have 
that laudable pus, and there will be plenty of it here, for you have mighty thick 
flaps to slough away.” I guess they would have sloughed all right, but my patient 
beat its time and was buried the next day. 


In traumatic surgery we have the greatest trouble in securing non-septic 
field. Many of these cases are found to have been rolled under a car with mangled 
bones and bruised and torn tissues, with coal dirt and filth of every kind ground 
into the wounds. To render the field clean is most impossible; in many cases even 
impossible to remove all of the foreign and dirty bodies. 

The first consideration to be given the injured is to look after the proper con- 
trol of hemorrhage, protect the wounds from further liable infection by applying 
sterile gauze, look after the shock which is usually great in traumatic injuries, 
especially so in railroad work. We have seen severe cases of shock from slight 
injuries in railroad employees where they have fallen between the cars or other- 
wise injured where they expected possible death, though their actual injuries were 
minor ones. 

Hot water is the salvation of the country doctor doing emergency surgery. 
Everything can be made clean with boiling water. Soap, under certain condi- 
tions, is a great aid, but we do think it a great mistake to try to render sterile all 
tissues with antiseptic solutions by scrubbing, etc. In our early work, bichloride 
solution was used extensively, but we believe better results can be secured with 
an application of iodine and then removed with alcohol, or probably the cleansing 
of the tissues with gasoline or benzine will render traumatic tissues as clean and 
will give better results than too much handling otherwise. We suppose at this 
time that the Dakin’s solution, now extensively used in army service, will give 
better results. However, our experience with such is very limited. 

We think we have our greatest disappointment in the improper application 
of stitches. We believe that such mistakes are very common with the general 
practitioner doing emergency surgery. Traumatic tissues swell badly; stitches 
snugly applied bringing the parts together will, in many if not most cases, cause 
such irritation and cutting off of the blood supply as to create sloughing. Too 
much stress cannot be applied on this point; never put tight stitches in traumatic 
tissues. 

Another very important fact to bear in mind—tight dressings must not be 
applied. The swelling which follows such injuries must be expected and arrange- 
ments made therefor, or much pain and possibly great damage may be done. 
Well do I remember a case in which I dressed an old man’s foot and we had ex- 
plained to him and his wife to loosen the dressing in case the foot should swell 
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very much and give pain. I was assured in the strongest language: “‘Let it swell 
and pain; he can stand the pain all right.” 


We have seen some very interesting cases of mangled hands and feet recover 
and be useful members. We think we have made amputations of these in our 
early work that could have been saved. We believe other physicians and surgeons 
have made the same mistake. In fact, it now seems that we seldom have to remove 
a finger. These tissues seem to have mostly second life and will recover if given 
a chance. 

In territorial times, when Indians were allowed full sway in this country, not 
being under state or government control, they would come to town and get plenty 
of bootleg whiskey and fight as much and as long as they pleased, no one to inter- 
fere; we have seen some remarkable cases in compound fractures of the limbs 
caused by gunshot wounds, and that with but little attention; while union has 
often been long delayed and usually with much deformity, in the course of time 
there has been perfect union. 


We do not believe in too perfect immobilization of fractured bones. While 
we have used the plaster-of-Paris cast largely in lower limbs, not because we be- 
lieved it the best or that better results can be had from its use, but because it is 
more convenient, takes less after attention; but in doing so, we have always 
made liberal allowance for the swelling and room for slight movements of the 
fractured bone. Have never used plaster-of-Paris on the upper extremities for 
the reason we think that better dressings and better results can be had, even though 
it takes more after attention, but as the patient can usually come to the office, 
they can be looked after nicely. 

Bearing out the idea that there should be some motion provided for in frac- 
tured bones, we may call to mind whether or not we have ever seen an ununited 
fracture in the lower animals. We do not call to mind a single case. 


Discussion. 


Dr. W. J. Jolly, Oklahoma City: I have had a little experience somewhat 
like the doctor’s in the country and in town. I have had to do considerable sur- 
gery. However, I have never felt very comfortable when I had to give the anes- 
thetic and do the operation at the same time. About the treatment of dirty wounds: 
For several years I have used no water. I have used tincture of iodine or nitrate 
solution, but I know from experience that algohol answers the purpose. I use 
thick saturated cloths of alcohol. I was in the Mayo’s once and I saw them use 
alcohol and I concluded to use it on my dirty wounds and I found it very satis- 
factory. I am still using that treatment and I do my dressing once a day. It 
is very seldom I have an infection. 


Dr. LeRoy Long: I would like to have Dr. J. N. Jackson of Kansas City 


discuss this. 


Dr. Jackson: I must say that in recent years I have not had much experience 
in emergency cases. In my early days my living was made out of emergency sur- 
gery for a large insurance company. Nearly all our emergency cases in the large 
cities go to city hospitals. About six months of the year I have a great deal, but 
in my private work I have little of it to do. It is about the best we can have in a 
surgical way. A man who is able to do these emergency cases, to adjust himself 
to them and to manage them successfully, is a real surgeon. This brings to my 
mind that a great many men have come to me and have asked me about going 
to war, what need they have for us who are not specialized in surgery. It is just 
this sort of men, the men in the small communities, who have done emergency 
service and done it well, who are valuable in this war. I want to speak of the in- 
frequency of infection and amputation. I remember that one of the first cases 
I had in which I made a little point in my surgery was where a negro had been 
crushed. His leg had been crushed in a rock crusher. The skin was all torn up 
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and he had three fractures, with the dirt all in it. I took him to the hospital, 
gave him an anesthetic, and cleaned this off the best I could and called for a splint. 
The injury had not at all involved the main blood supply of that limb. The whole 
question was that of an adequate blood supply. No matter how it is mashed up 
if you have a good blood supply. Another thought is the infection. I believe in 
the efficiency of moist heat in the early stages to prevent infection. Infection 
can be controlled by moist heat if you have an adequate blood supply. Another 
case in my early experience: a man working on a press had his hands caught in the 
press and burst his fingers. He would not consent to have his fingers removed. 
The doctor did the next worse thing—sewed them up. He came to me and they 
looked like gangrene. He told me to see what could be done. I cut out the stitches 
and immersed the hand in hot water for five days and nights, and he did not lose 
a single digit. 


THE MODERN TREATMENT OF BURNS.* 


By O. W. Rice, M. D 
ALDERSON, OKLAHOMA 


In treating burns we must always keep in mind the anatomy and the phys- 
iology of the skin, for it is this organ which suffers most in all degrees of burns. 
I say organ; for the skin is not simply an envelope that covers the body, but a com- 
plex and vital organ with complex and vita! functions. The physiological func- 
tions of the skin are protective, respiratory, heat regulating, sensory and secretory. 
An absolute suppression of the functions of the skin is followed sooner or later by 
death. It is one of the emunctories of the body, and if it is unable to functionate 
must be made up for by compensatory activity of the other three, the intestinal 
tract, the kidneys and the lungs. 

So, in treating a burn of any degree, especially if it approaches in extent 
anything like one-half of the body surface, we must give the unburnt surface, as 
well as the intestinal tract, kidneys and lungs, a good portion of our attention. 
The bowels and kidneys must be kept active, the ventilation must be good so 
that the lungs can functionate to their fullest capacity, and the unburnt skin 
must be kept free from all medication and scrupulously clean by one or more daily 
baths. 
Burns are usually divided info three classes, according to the depth of the 
tissue involved. A first degree burn is one in which the outer layer of the epidermis 
only is involved. In the second degree burn the entire thickness of the epidermis 
is involved, and with this we have vesication. A third degree burn involves the 
entire thickness of the skin, with or without the underlying tissue. I mention these 
classifications for the reason that burns of different degrees require, in many cases, 
different treatment. A first degree burn, if not too extensive, will get well in a 
few days under almost any treatment: all that is required is to relieve the pain. 


When I first began treating burns in this district, now nearly twenty years 
ago—and I might add that there have been few weeks in all of this time that I 
have not had one or more on my hands—the old “Carron Oil” was used almost 
exclusively, and when it was used properly the results were usually very good. It 
was discarded some years ago for the reason that it had a disagreeable odor and 
that it was almost impossible to limit it to the burnt area. Usually it got all over 
the body, as well as the bed and bedding, which made its use very unsatisfactory 
in an extensive burn. 

When the use of “Carron Oil” was discontinued various watery mixtures 
came into use, these consisting of solutions of picric acid, aluminum acetate N. B. 
diluted ten times, boric acid two per cent., sodium bicarbonate two per cent., 


*Read before Pittsburg County Medical Society, Nov. 21, 1918. 
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lime water, magnesium sulphate five per cent., potassium permanganate, and po- 
tassium sulphate. I have used almost all of these at one time or another, and I 
am convinced that a one per cent. picric acid solution will give the best results. I 
always add enough glycerine (one or two per cent.) to keep the solution from drying 
too quickly, and I usually add a small amount of creolin, which enhances the moral, 
and possibly the physical, effect of the solution. 


During the last few years the paraffin treatment has come into great promi- 
nence, it being used somewhat at that particular spot on the map where the eyes 
of the world have been focused. By that means it has gained great notoriety, as 
also by the clever press agent of the patent nostrum, Ambrine, which cost ten 
cents and sold for four dollars per pound, this patent having received more valuable 
space free in high class magazines and papers than any nostrum that has ever been 
before the American public. One would suppose from reading these articles that 
it was possible to heal up and hair over a third degree burn over night. There is 
nothing very new about it after all, as it has been advertised to the American 
doctor under one name and to the American public under another for years. By 
adding a little white vaseline and benzoated lard to paraffin we have the old simple 
cerate, which has always been an official preparation, both here and in England, 
for the reason that it was used in the treatment of burns and skin abrasions. 


I have treated ten burns with the wax paraffin film treatment, but I have 
never been able to contiune this treatment very long on the third degree burn. 
They invariably become infected, and if a large infected wound is sealed up the 
patient will soon show symptoms of sepsis, and the plan of treatment must be 
discontinued, temporarily at least. On most of my cases all three degrees of burns 
were represented, and on the first and second degree burns it gave as good a result 
as any dressing that I have used. The two main objects of a dressing for a bura is 
to relieve the pain, and to prevent infection. The wound is usually a sterile one, 
and we should endeavor by all means to keep it sterile. The paraffin will invariably 
come loose at the edge, or break, and the wound become infected, and if infection 
occurs at one spot it soon spreads over the entire wound. In nearly all of my 
cases I have used Stanolind. It contains no antiseptic, deodorant, or coloring, any 
one of which may be added if so desired. They will do no harm, but neither will 
they be of any benefit. It has been proven by a number of investigators that it 
is useless to incorporate any drug in the paraffin, for the reason that it is sealed 
up and can have no effect at the body temperature. It has also been proven that 
an antiseptic is not necessary. If the wound is Covered over with a moist dressing 
and kept moist, the leucocytes will play out on the surface and are the best anti- 
septic. I have never used the paraffin gauze, but I believe that it will prove to 
be the ideal way of using this remedy. 

Burns will heal no faster under paraffin than under other dressings. I have 
never seen a third degree burn, no matter how small, heal in less time than six 
weeks under any treatment. As to the resulting scar, there can be no difference. 
If the true skin is destroyed the end result is scar tissue, or an ulcer; if scar tissue 
replaces the destroyed tissue, it performs as does scar that develops under any and 
all forms of treatment, and as scar tissue has performed since the beginning of 
time. We can prevent further destruction of tissue from infection, and replace 
destroyed skin by grafts, and that is all. -It is also difficult, if at all possible, to 
prevent contractions, since they occur in part weeks after the wound has healed. 


In conclusion I will say, that dressing a burn is a surgical procedure, and as 
in all other surgical procedures more depends upon the technic—upon the thorough- 
ness with which the work is done—than upon what you do it with. It is a time- 
consuming occupation. If an extensive third degree burn is dressed in less than 
two and one-half hours, it is not dressed properly. The paraffin dressing requires 
still more time. 

The wax paraffin film is the cheapest dressing that I know anything about, 
and will give as good results as any on first and second degree burns. It is especially 
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good on shallow burns of small area and brush burns. In my hands, at least, it 
is not a suitable dressing for a third degree burn. 


There is no protection for a wound quite as good as gauze, old linen, or cotton, 
and moistening it with the picric acid solution has done more toward relieving 
the pain and preventing infection than any dressing that I have used on burns. 
Where these dressings are used over and over the expense is not very great. 


At my first dressing I clip off all tags, but open no blisters, nor do I wash the 
burn. At my subsequent dressings, which may be in one or several days, where I 
find gauze firmly attached, I trim around and leave it and apply the new dressing 
over all. I have had several thicknesses of gauze four or five inches wide and over 
a foot long attached firmly to a back or an arm for two or three weeks, at which 
time it would look very much like a piece of leather. I trim off the edges as they 
become loosened, and this is the first portion of the deep burn to heal. Granula- 
tions do not bud out through gauze, as some would have us believe, and where it 
is firmly attached there is no occasion for removing it. 


THE USE OF THE DICTAPHONE IN CASE HISTORY IN HOSPITAL AND 
OFFICE. 


By Frep 5. Curmton, M. D., F. A. C. 5. 
TULSA, OKLAHOMA 


The Oklahoma Hospital, in its desire to meet the increasing demands of 
efficiency, took one of the longest strides toward solving the case history prob- 
lems by introducing, in the latter part of the year 1918, the dictaphone as the 
medium through which records may be made at ‘the time and place and by parties 
who might give the most information concerning the patient. 


As everyone of experience knows, the irksomeness of longhand records both 
to the one who secures as well as the one who endeavors to read the same, has not 
only been time consuming but quite unsatisfacotry. 

The dictaphone is available any time of day or night, is always in the proper 
mood, and, if intelligently managed, will accurately record your findings. It will 
enable you to observe the usual privacy found necessary in securing the informa- 
tion concerning a given case, information which is not alw ays available in the event 
a third party is present. 

When one considers the interest awakened in industrial medicine during the 
last few years, it would appear quite necessary to avail ourselves of all the me- 
chanical expedients which will enable us to get necessary information and present 
it in the most attractive form in the shortest possible time. Proper records are 
going to be required and those who make these records will not have the time to 
write them in long hand or be sufficiently skilled to type them. 

It is necessary for the interest of the patient to have an accurately kept record. 
It is a great labor saver for the doctor, and the systematic examination of patients 
tends not only to improve the efficiency of his work but spares both parties many 
times great embarrassment. 

Anything which will encourage and expedite this is worthy of the support of 
the profession and is more than worth the little extra money for its installation, 
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DIABETIC COMA. 


By Lea A. Rrevy, Capra, M. C. 
OKLAHOMA CITY, OKLAHOMA 


Osler has said that if one knows syphilis in all of its protean manifestations 
of pathological changes and complications, all else in a diagnostic way would be 
added unto him. I might add that if I knew the chemistry of the human body 
during all the changes of metabolism, physiological as well as pathological, the 
realm of the unknown in medicine would not be such a big factor. The study of 
diabetes is a study of the metabolism of the food to its proximate principles; and 
the study of diabetic coma is the study of the acetones, diacetic, beta-oxybutyric, 
lactic and phosphoric acids. 

Futcher says: “Without qualification we can at present say that the acid 
intoxication of diabetic coma, or acidosis as Naunyn calls it, is due to the action 
of the beta-oxybutyric acid,” thus endorsing Stadelman’s dictum that diabetic 
coma occurs only when the urine contains oxybutyric acid. 


McCashy reports a case of fatal diabetic coma without diacetic or beta- 
oxybutyric acid but had acetones in abundance. Albertoni says that acetones are 
faintly hypnotic but cause much dyspnoea and that they are decidedly toxic. 
Rhamy produced drowsiness, or even stupor, and other toxic phenomena and fatty 
changes in the liver and kidneys by hypodermic injection of acetones in guinea pigs. 
High grades of acetonia in diabetes are often associated with lipaemia (or better 
lipoidemia). An ingenious theory. Reicher postulates that the acetones, like 
other narcotics, leech the lipoids out of the cells and thus produce some of the 
narcosis phenomena of coma and precomatous stages. 


A characteristic of human coma is that the cerebral centers are anesthetized 
while the respiratory center is stimulated. It may be taken as a general rule that 
dogs lose consciousness less readily than man and this applies to their diabetic 
coma. They begin by showing weakness, drunken gait and dyspnoea on slight 
exertion. The corneal reflexes are never lost and even attending surroundings 
may be preserved until the last, i. e. dogs not humans. 


Breathing. 


KussMAUL BREATHING—ALCOHOLIC TYPE. 


Typical dyspnoea coma or Kussmaul’s air hunger type, the kind Kussmaul 
described and most frequent: 


Premonitory symptoms may be lassitude, headache, epigastric pain and 
occasional vomiting. Patient becomes restless and excited and tosses about in 
bed; his speech becomes thick and eventually incoherent; he grows dull and 
eventually passes into deep coma. A characteristic form of dyspnoea develops. 
It is inspiratory at first but later expiration is also involved. When fully developed 
the respirations are full and voluminous; they are loud and can be heard a con- 
siderable distance although they are not stentorian as in apoplexy; they are quite 
regular and greatly increased in frequency. Volume of the chest is greatly in- 
creased with each inspiration, hence called air hunger. 

Alcoholic type with headache and symptoms suggesting alcoholic intoxica- 
tion; the speech becomes thick, pulse rapid and without dyspnoea coma super- 
venes and patient soon dies. 

Diabetic collapse: The patient suddenly begins to suffer from drowsiness 
and great weakness; the extemities become cold, hands and feet livid, pulse small 
and thread like; respiration is quickened but not dyspnoeic. Drowsiness develops, 
coma supervenes and patient dies in 24 hours. A large percentage of deaths in 
diabetes are due to coma and it is almost invariably the cause in children. 


Certain factors tend to predispose to development of coma such as constipa - 








44 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION _ 


tion, excessive fatigue, onset of various complications, such as carbuncle and pneu- 
monia, subjection to an operation and sudden changes in diet. 

Diarrhea may occur in the human coma but is invariably present in dogs. 

Alkalinity of the blood, the buffer substance, i. e. NaHCO, is hard to maintain 
in man but easy in the dog. Many may die of coma with alkalinity of urine. 

Decreased hydrogen ion concentration (Explains). 

Lowering of CO, alveolar tension. Marriett’s apparatus shows 40 per cent. 
normal, below 20 per cent. should be careful, have seen it as low as 14 per cent. 
Riesman low blood pressure and subocular tension. 

Physical symptoms: Nausea, anorexia, increased cerebrospinal fluid, sub- 
sternal oppression and ringing in the ears. 

Coma may come slowly or abruptly or intermittently. 

Acetone intoxication: Anorexia, coated tongue, excessive thirst, nausea, 
vomiting, diarrhea, abdominal pain, tachycardia and other circulatory disturb- 
ances, dyspnoea, aromatic odor of breath, pallor, pruritis, haemoglobinuria, in- 
crease of temperature, headache, restlessness, vertigo, somnolence, convulsions 
and coma. Dr. Bladgett says pathognomonic sign is soreness on deep pressure 
over pancreas. 

Dr. Yandell Harrison of Yale in 1914 said degree of acidosis is proportionate 
to length of time breath can be held. Advises against general anesthesia unless 
holds breath for 20 seconds. 

Deaths from coma are due to: diabetes untreated; obesity high fat, low car- 
bohydrate; patient abandoned treatment; imperfect supervision; ether anes- 
thesia. 


Treatment. 


Bed: Warm, flannel night clothes, allay nervousness and discomfort. 

Care of bowels: Enema not cathartic because of danger of diarrhea. 

Liquids: 1000 ce. within 6 hours slowly, coffee, tea, broth and water. If 
nauseated given by rectum or intravenous. 

(Joslin says it will seldom be necessary to give more than 1000 ec. liquids— 
thanks to avoidance of alkalis). 

Diet: If fasting or used to fasting continue fast, but if on full diet give car- 
bohydrate, orange juice, etc. 

Heart: Digitalis. . 

Alkalis: Joslin. By former methods of treatment in which alkalis were gen- 
erally employed to combat acidosis, 64 per cent. of all fatal cases succumbed to 
coma but with the partial adoption of the present method the total figures for 
my cases have already fallen to 60 per cent. and for the fatal cases during the 
year, 44 per cent. 

Allen in his Harvard lecture: “Aside from the possible very brief rise in 
blood pressure sodium bicarbonate intravenously or otherwise brings no visible 
benefit to a dog dying of acidosis. Shows coma can be dispelled. Let up on alka- 
lis. may stop acidosis as it eliminates it.” 

“Great loss of weight. Obviously it is due to a dessication of the body and 
in conformity to it can be placed my experience of not having seen a patient 
who has edema develop coma.” 

Vomiting at the onset of coma presages death because it is deprived of fluids 
with which to eliminate acids. 
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REPORT OF A CASE OF TRAUMATIC INFECTION RESULTING FROM 
INFLUENZA. 


By M. H. Newman, B. Sc., M. D. 
OKLAHOMA CITY, OKLAHOMA 


It is generally recognized that one infection, even of a mild nature, may have 
a deleterious influence on another infection with which a person may be afflicted. 
I could not find any similar case reported in medical literature to illustrate that 
B. influenza was the cause of infection entering through a simple cut on the face. 


Miss B., age 19, family history unimportant except one sister had the “flu” 
in the same house a week prior to the accident. While scuffling with another 
girl in the office, Miss B. slipped and struck her face on the sharp edge of a chair, 
making an ugly wound about half an inch long between the eye and ear on left 
side. She washed the blood off and dressed it and did not pay any further atten- 
tion to it. On the third day she had a chill, then fever came up and her left eye 
began to swell. She had a terrific headache. She came to my office November 
llth with a temperature of 104, pulse 110, respiration 30, the left side of face red 
and inflamed and left eye partially closed. I made a larger opening and cleaned 
the wound out thoroughly, applying a bichloride dressing, and sent her home to 
stay in bed. I went out to see her the following day and I found her still with a 
fever of 104 and swelling over the left eye and nose. However, after three days 
of ordinary treatment I succeeded in getting the fever down and also the swelling. 
On the 16th of November she had another chill, temperature came up to 106 and 
the right side of her face began to swell. The soreness and swelling extended over 
the mastoid bones, first on the right side and in twenty-four hours over the left 
side, too, and both eyes practically closed. The wound, however, looked clean 
and healthy. In spite of all I could do she kept on having chills and fever, though 
the swelling of the neck gradually subsided. On the 21st of November, I took 
several smears of the wound for bacteriological examination. The three chief 
organisms found were streptococci, B. influenzae (Pfeiffer), and a few of the 
pneumococci. Those germs are rather unusual in a wound infection. But con- 
sidering that her sister just got over a bad attack of influenza and they used the 
same room, it is easily explained how those germs influenced the cause of infec- 
tion. I gave her three injections of 1 cc. mixed of serobacterin in three consecu- 
tive days; the temperature went down in twenty-four hours of the first injection 
and she made a good recovery. 


The case is interesting in that it started from a simple cut and turned out to 
be so serious that she almost paid with her life. The germs which produced the 
seriousness were the same of the present epidemic, and they alone undoubtedly 
were responsible for the chills, fever and extreme prostration. It also shows 
that care should be taken in our surgical work to prevent contamination of the 
epidemic germs. It shows, in this particular case, the happy results of serum 
treatment. I thought my experience was worth while reporting as the epidemic 
is still raging in the country. 


KIDNEY INFECTIONS. 

Granville McGowan, Los Angeles (Journal A. M. A., Dec. 7, 1918), says 
that frequent observation has shown him that infections of the kidneys and bladder 
persisting and unyielding to treatment, are always due to colonic stasis, usually 
in the cecum, and due to adhesions to surrounding organs immobilizing it. From 
this stasis, a constant supply of colon bacilli enter the circulation through the 
lymphatics of the kidney capsule or directly by the blood stream, and primarily 
infect the kidney pelves, in case there is any interruption to the free exit of urine. 
Once established, the condition can be cured only by surgical measures. Two 
cases are reported, illustrating the author's views. 
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IN DEFERENCE TO TEXAS. 


The Oklahoma State Medical Association will this year meet in Muskogee 
on May 20, 21 and 22, a week later than usual. This change is made to give 
those Oklahoma physicians, formerly Texans, an opportunity to attend the 
Texas meeting and the Oklahomans now residing in Texas an opportunity to 
attend a real meeting of a real medical association. The change was made after 
consultation with and suggestion from the officers of the Texas Association. 
















TUBERCULOSIS LEGISLATION. 


Elsewhere is a complete copy of proposed anti-tuberculosis legislation. This 
law is backed by the State Anti-Tuberculosis Association and, in essence, should 
have the support of every citizen of the State. The day is past when intelligent 
people should longer submit to the ravages of this controllable disease. So im- 
portant is the matter that we deemed it of enough importance to reproduce the 
entire proposed measure. If the physicians of the State have any suggestions 
looking toward improvement of the proposal they will be welcomed by the Asso- 
ciation and its Secretary, Mr. Jules Schevitz, Oklahoma City. 













YOUR DUES, DOCTOR. 


They are now due. If you have not a neat little 1919 certificate of member- 
ship you are possibly likely to be loser in the future. You will especially be loser 
should you be so unfortunate as to incur the displeasure of some worthless ex- 
patient, who only discovers your unworthiness after you have rendered him 
service, dismissed him cured, and you then seek to collect your fee. Some of 
these gentry, you know, find themselves permanently injured on account of 
your alleged unskilfull treatment when you go to collect, seek a lawyer and pro- 
ceed to air your deficiencies in court. 

Another phase of the matter, a costly one to your Association, and that 
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means cost to you, is the work and expense incident to mailing you notices of 
delinquency. Every notice costs money, more money than ever before, and they 
are unnecessary if you will heed the first notice sent you, or this, and remit at 
once to your county secretary. It also costs a great deal of money comparatively 
to move your name from mailing lists, etc. The printer must be paid for his 
labor, and when your name is reinstated, as it invariably is, it costs more money, 
for he charges us again for his labor. Help yourself and your Association out 
by attending to this today. 


THE VENEREAL AND OTHER LEGISLATION. 


The question of control and suppression of venereal diseases has assumed 
such importance on account of war disclosures and findings at army contonments, 
that throughout the United States steps are being taken in an effort to suppress 
these controllable infections as far as may be. The United States Public Health 
Service is cooperating with all health authorities in this movement. In Oklahoma 
Dr. John C. Mahr, formerly State Commissioner of Health, has been commis- 
sioned to look after the matter. He is working in cooperation with the State and 
Federal authorities. His previous experiences as a Captain in the Army more 
than fit him for the task, and his acquaintance with the people of the State and 
their environment makes his appointment a good one. The only suggestion we 
have to make is that now is also a good time to consider practical legislation look- 
ing toward the control of other preventable infectious diseases. The people 
have never before had more examples of the meaning of control of infections 
before them; they have been shown by army experiences, where as far as could 
be strict observance of quarantine and prompt treatment produced results here- 
tofore unknown to a civilian population. We can see no reason for not also re- 
quiring more strict observance of cases of tuberculosis and typhoid. The latter 
can be largely controlled and the tremendous death rate incident to it reduced 
a great deal. Some system should be devised by which the people surrounding 
every case could be advised of their danger and how to avoid it. If they will 
not, they should be forced to follow directions. It is just as sensible to require 
them to protect themselves against one death dealing disease as another. It 
seems it ought to be as legal to strictly supervise one as the other. As for typhoid; 
if it is legal to vaccinate our soldiers and sailors against it, the civilian population 
should be accorded the same treatment. None of our soldiers were hurt by it, 
certainly none of the others will be hurt by it. 


THE PROSPOSED TUBERCULOSIS LAW. 
HOUSE BILL NO. 


An Act Creating a Bureau of Tuberculosis in the State Board of Health, Fixing 
the Salaries of Officers and Employees, Providing the Duties of the State 
Board of Health and Bureau of Tuberculosis in the Prevention, Treatment 
and Cure of Tuberculosis, and Providing Penalties for Violation Thereof; 
Providing for the Location, Construction and Operation of Six State Tuber- 
culosis Sanatoria and Making Appropriations Therefor; Requiring the Treat- 
ment of Tuberculosis Patients in Said Sanatoria, and Authorizing County 
Excise Boards to Make a Levy for Tuberculosis Fund, and Declaring an 
Emergency. 


Be It Enacted by the People of the State of Oklahoma: 


Section 1. Tuberculosis is hereby declared to be an infectious and communi- 
cable disease, dangerous to the public health. 


Section 2. There is hereby created a Bureau of Tuberculosis in the State 
Department of Health, consisting of a Chief Physician, Assistant Physician and 
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Secretary, which shall supervise the prevention, treatment and cure of tubercu- 
losis and the collection and dissemination of statistics, information and instruction 
in regard thereto, as hereinafter provided for, and shall perform such other duties 
as may be fixed from time to time by law. 

Section 3. The State Commissioner of Heaith shall appoint, with the con- 
sent and approval of the Governor, the Chief Physician in the Bureau of Tuber- 
culosis, who shall have direction and supervision thereof, under the State Com- 
missioner of Health, and who shall receive a salary of $4,000.00 per annum, payable 
monthly, out of the State Treasury. The Chief Physician shall be an expert in 
the prevention and treatment of tuberculosis, and shall be subject to removal at 
any time by the State Commissioner of Health. The Chief Physician shall appoint 
an Assistant Physician at a salary of $3,000.00 per annum, and a Secretary at a 
salary of $2,400.09 per annum, payable monthly, out of the State Treasury, and 
such other clerical and stenographic assistants as may be provided by law. 

Section 4. It shall be tye duty of every physician, owner, agent, manager, 
principal, superintendent or other officer of each and every public or private in- 
stitution and dispensary, hotel, boarding or lodging house, in every town, city or 
county, and of every city and county health officer to report to the County Board 
of Health and the Bureau of Tuberculosis of the Ssate Board of Healjh, in writing, 
or to cause such report to be made by some proper and competent person, the 
name, age, sex, occupation and latest address and such other facts as may be 
required by the rules of the State Board of Health, of every person afflicted with 
tuberculosis, within one week of the discovery of such affliction. 

Section 5. The State Board of Health, upon the request and recommenda- 
tion of the Bureau of Tuberculosis, shall have the power to provide and enforce 
all necessary rules and regulations for the prevention of the spread of tuberculosis. 


Section 6. In case of vacation of any apartment, or premises, by death or re- 
moval therefrom of a person having tuberculosis, it shall be the duty of the attend- 
ing physician, or in the absence of such physician, of the person having charge of 
said apartment, or premises, to notify the County Superintendent of Health, and 
such apartment or premises, so vacated, shall not again be occupied until duly 
disinfected, and cleansed under the direction of, and in conformity with, the re- 
quirements of said County Superintendent of Health. 

Section 7. Any person violating any of the provisions of sections 4, 5 and 6 
of this Act, or any rule or regulation promulgated hereunder, shall be deemed 
guilty of misdemeanor, and on conviction thereof, shall be punished for each offense 
by a fine of not less than $5.00 nor more than $100.00, or by imprisonment for not 
less than ten days nor more than ninety days, or by both fine and imprisonment. 

Section 8. For the purpose of treatment of patients afflicted with the disease 
of tuberculosis, there are hereby established six state tuberculosis sanatoria to be 
Jocated, constructed and operated as hereinafter provided. 

Section 9. Within thirty days after the passage and approval of this act, the 
State Commissioner of Health, upon the recommendation of the Bureau of Tuber- 
culosis, shall district and divide the state of Oklahoma into six districts as nearly 
equal as may be in population, and shall certify such districts to the State Board 
of Public Affairs. Within sixty days after the receipt of boundaries of such dis- 
tricts, the State Board of Affairs shall select in each district a location for a state 
tuberculosis sanatorium, which shall be as near the center of the district as pos- 
sible, with due regard to accessibility from all parts of the district, and shall be 
in, or contiguous to, some incorporated town or city, and shall consist of not less 
than ten acres of ground suitable therefor. The State Board of Public Affairs is 
hereby authorized to accept in the name of the State a grant or conveyance of 
suitable lands for such sanatoria, and any other gifts or endowments for the support 
thereof; and if such suitable lands cannot be secured by grant or donation, shall 
have the power to purchase the same or to condemn the same in the name of the 
State, with the approval and consent of the Governor. 

Section 10. For the purpose of purchasing of sites, construction of six district 
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sanatoria, equipping and furnishing the same, there is hereby appropriated out 
of the Public Building Fund not otherwise appropriated the sum of $600,000.00 
as follows: $300,000.00 to be available out of the taxes and revenues levied, or 
to be levied, for the fiscal year ending June 30th, 1920; and $300,000.00 to be avail- 
able out of the taxes and revenues levied, or to be levied, for the fiscal year ending 
June 30th, 1921. The State Board of Affairs is hereby empowered to let the con- 
tracts and arrange for the construction of said six district sanatoria upon plans 
and specifications approved by the State Commissioner of Health, and for the 
equipment and furnishing thereof, and shall promulgate necessary rules and regu- 
lations for the control and management of said sanatoria, not inconsistent with 
this act. 

Section 11. Said state tuberculosis sanatoria shall be under the joint super- 
vision of the State Board of Public Affairs and the State Bureau of Tuberculosis; 
the State Board of Affairs shall have supervision of the fiscal and business affairs 
of the said institutions; the State Bureau of Tuberculosis shall have supervision 
of the admission, treatment and discharge of the inmates thereof. 


Section 12. There shall be appointed by the State Commissioner of Health, 
upon recommendation of the Bureau of Tuberculosis, a superintendent of each 
sanatorium, who shall be a qualified physician and who shall receive a salary of 
$2,400.00 per annum, payable monthly, together with rooms and board while 
residing in said institution. Such superintendent of each sanatoruim shall appoint 
such assistant superintendents, nurses and help as may be necessary and authorized 
by law, including a public health nurse who shall visit tubercular patients in the 
various counties within the district, and shall perform such other duties as pro- 
vided by the sanatorium superintendent. 


Section 13. Said sanatoria herein provided for shall be open to the treatment 
of all residents and citizens of this state, afflicted with tuberculosis; such patients 
as shall be financially able shall pay for board and room in such amount as may be 
fixed by the Bureau of Tuberculosis; all other patients shall be admitted upon 
request of the County health physician, public health nurse of the Sanatorium, 
or State Bureau of Tuberculosis; and the County Commissioners of the county 
from which such patient is admitted, or sent, shall pay to such district sanatorium 
the sum of not less than $10.00 nor exceeding $15.00 per week for board, care and 
treatment of each patient, payable monthly, until discharged; provided, this act 
shall apply to all bona fide residents of the State of Oklahoma at the time of the 
taking effect of this act, and as to all others, a bona fide residence of at least six 
months in the state shall be necessary to constitute a resident within this act. 


Section 14. It shall be the duty of the county health physician in each county 
of the state to commit to the district tuberculosis sanatorium in the district in 
which such county is located all tubercular patients requiring nursing or medical 
treatment or attention, excepting such as are being treated in institutions con- 
forming to the requirements of the Bureau of Tuberculosis of the State Board of 


Health. 


Section 15. For the purpose of defraying the expense of transportation, and 
treatment of patients afflicted with tuberculosis at the district sanatoria herein 
provided for, the Excise Board of each county is authorized to make an annual 
levy upon all property in the county, subject to taxes, on an advalorem basis, 
of not exceeding one mill per annum, which is hereby declared not to be a current 
expense and to be for a special purpose, known as “tuberculosis fund,”’ in addition 
to the maximum levy for current expenses not provided by law. 


Section 16. The State Commissioner of Health is hereby authorized in the 
event that the capacity of any district sanatorium is not sufficient to accommodate 
tuberculosis patients of that district to admit patients therefrom to any other 
district sanatorium, and to change the boundaries of any district. 


Section 17. The Superintendent of each district sanatorium is hereby author- 
ized to arrange for the establishment of free tuberculosis dispensaries at centrally 
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located places within the district, where patients may come for examination by 
the district superintendent and public health nurse. 
Section 18. For the purpose of defraying the salaries and expenses of the 
Bureau of Tuberculosis in the State Department of Health, there is hereby appro- 
priated out of any funds in the State Treausry, not otherwise appropriated, the 
sum of $______ for the fiscal year ending June 30th, 1920, and the sum of $ ___- 
for the fiscal year ending June 30th, 1921; and for the purpose of defraying the 
salaries, maintenance and operating expenses of the district sanatoria herein 
provided for, there is hereby appropriated out of any funds in the State Treasury, 
not otherwise appropriated, the sum of $75,000.00 for the fiscal year ending June 
30th, 1920, and the sum of $75,000.00 for the fiscal year ending June 30th, 1921. 
Section 19. Emergency Clause. For the preservation of the public peace, 
health and safety, an emergency is hereby declared to exist, by reason whereof 
this act shall take effect and be in force from and after its passage and approval. 





PERSONAL AND GENERAL NEWS 








Dr. E. S. Milligan, Geary, is moving to Oklahoma City. 
Dr. and Mrs. P. S. Mitchell, Yale, are visiting New Orleans. 


Dr. J. L. Darrough, Pleasant Valley, Okla., has located in Perry, Okla. 

Dr. T. T. Clohessy, formerly located at Berlin, is moving to Clinton. 

Dr. J. B. Chastain has moved from Davis to Broken Bow, his old home. 

Dr. C. B. Barker, Guthrie, spent the month of January at the Mayo clinic. 

Dr. A. T. Dobson, Hobart, has been appointed county physician for Kiowa County. 

Dr. L. T. Strother, Holdenville, accompanied by his family, is visiting New Orleans. 

Dr. J. O. Hudson, Copan, seriously ill with influenza in January, is reported as recovered. 
Capt. L. A. Hahn, Guthrie, now stationed at Ft. Bowie, Texas, spent a ten-day furlough at 


home. 

Dr. H. K. Speed, Sayre, suffered severely from illness while on a visit to Ft. Worth, Texas, in 
January. 

Dr. J. J. Clark, Tishomingo, who was recently eperated upon for appendicitis, is reported as 
doing nicely. 

Dr. and Mrs. R. D. Williams, Idabel, are visiting New Orleans where Dr. Williams is doing 
postgraduate work. 

Dr. W. G. Woodward, State Representative form Kiowa County, was one of the earliest members 
to appear for the preliminary work in organizing the Legislature. 

Dr. Joseph H. Stolper, Muskogee, according to press dispatches, has been court martialed and 
sentenced to dishonorable discharge from the United States Army. The specific findings are not 
obtainable at this time. 

Dr. Calhoun Doler, Bokoshe, spent several days in Oklahoma City in January and February 
attending the Wesley Hospital Clinics and incidentally feeling the pulse of the legislature on medical 
and public health matters. 

Dr. Claude Thompson and Miss Alva Coulter, Muskogee, were married in that city January 
16th, to which place they returned after a short trip. Dr. Thompson will resume his practice, having 
received his discharge from the Army. 

Dr. H. C. King, Ft. Smith, Ark., recently had a thousand dollar judgment assessed against him 
in the District Court of Muskogee County. The plaintiff alleged that he had exceeded an agreement 
between them and in operating removed organs without her consent. 





DOCTOR THOMAS J. HORSLEY. 


Dr. T. J. Horsley, Mangum, was found dead in his office by his Secretary Friday morn- 
ing, January 3rd. The cause of death was presumably heart disease from which he had been 
a sufferer. Before death he was abie to write a short note to his wife in which he stated he was 
very sick and believed he would never see her again. Dr. Horsley was 46 years of age at the 
time of his death and is survived by a wife and one child. He had practiced in Greer County 
for several years, was a member of the Masonic fraternity, under whose auspices interment 
was had. He served actively as a member and secretary of the Medical Advisory Board for 
Greer County during the war. 




































n 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 51 


Dr. E. D. Jeter, Velma, and his little son Paul narrowly escaped death when a machine driven 
by Dr. Jeter skidded over an embankment into the bed of a creek 18 feet below. Dr. Jeter was badly 
bruised while his son received-a compound fracture of the leg. They were removed to the Long-Bartley 
Sanitarium, Duncan, where they received treatment. 

Oklahoma Academy of Ophthalmology and Oto-Laryngology, meeting in Oklahoma City Jan- 
uary 2, elected the follow-ing officers: President, Dr. E. S. Ferguson; Edward S. Davis and D. D. 
McHenry, Vice-Presidents; A. L. Guthrie, Secretary. A board of directors was chosen consisting of 
Drs. W. T. Salmon, H. Coulter Todd and D. D. McHenry, all of Oklahoma City. 


Tulsa Hospitals Organize. On January 18, 1919, representatives of all of the hospitals of Tulsa 
met and organized the Council of Hospitals and elected the following officers: Dr. Fred S. Clinton, 
President; Dr. C. L. Reeder, Vice-President; Mrs. D. I. Brown, Treasurer; Dr. W. E. Wright, Secretary. 
The following hospitals participated in the Council as charter members: The Oklahoma Hospital, 
Tulsa Hospital, Physicians and Surgeons Hospital and Morning Side Hospital. Other institutions, 
by conforming to proper standard, may be admitted to membership upon proper application. The 
purpose of the Council of Hospitals shall be to promote the efficiency of, and co-operation between, the 
various hospitals, to the end of better meeting the hospital needs of the community. 


Discharged from the Army: H. E. Stecher, Supply; M. L. Lewis, Ada; E. N. McKee, Enid; 
R. B. Oliver, Bokohoma J. L. Dorrough, Perry; T. D. Rowland, Culbertson; Lea A. Riely, Oklahoma 
City; C. W. Heitzman, Muskogee; C. A. Thompson, Muskogee; Benton Lovelady, Guthrie; A. 5. 
Spangler, Pauls Valley; K. R. Rone, Elk City; John Fewkes, Alva; R. K. Goddard, Supply; G. L. 
Johnson, Pauls Valley; A. E. Martin, Marietta; J. H. Scott, Shawnee; 5. H. Landrum, Altus; P. B. 
Myers, Apache; J. C. Luster, Davis; E. W. Abernathey, Altus; D. M. Lawson, Nowata; W. A. More- 
land, MeCurtain; R. A. Douglas, Tulsa; V. L. McPherson, Boswell: F. E. Sadler, Coalgate; F. E. Rush- 
ing, Coalgate; R. C. McCreery, Erick; F. H. Norwood, Prague; J. S. Vittum, Muskogee; E. K. Allis, 
Shawnee; W. H. Aaron, Pawhuska; Roscoe Walker, Pawhuska; J. H. Thompson, Kusa; R. L. Baker, 
Wynnewood; M. C. Comer, Weatherford; J. R. Phelan, Oklahoma City; Reed Wolfe, Hugo; L. H. 
McConnell, Altus. 
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A GOOD OPENING. 


Skiatook, Okla., Jan. 21, 1919. 
Dr. Claude A. Thompson, 
Muskogee, Okla. 
Dear Doctor: 

I have decided to retire from the practice of medicine. I have been in active practice for 31 
years, and feel now that I want to retire. So this leaves an excellent opening here for a live man who 
is not afraid to work. Can't you send me a man to take my place? I have a very good 2-room office 
over the drug store he can use. I have nothing to sell, he can just step into my place. This is a good 
monied community, town of 1,500, large territory, oil fields, Osage payments, etc. There are only 
two other physicians, and one of them has become so rich that he is figuring on retiring soon; in fact, 
I don’t think he makes any night calls. I think I have collected 95 per cent. of all my accounts. This 
is no place for a kid, but a man of some experience and willing to work, can make himself some money. 

Hoping to hear from you, I am, 

Fraternally yours, 
A. J. Butts. 





MISCELLANEOUS 








EPIDIDYMITIS. 


A study of twenty-four cases of epididymitis as a complication of meningitis is rather briefly 
reported by J. R. Latham, (Belhaven, N. C.), Camp Jackson, 5. C. (Journal A. M. A., Jan. 18, 1919). 
Heretofore this has been little noticed, he says, among the complications of meningitis, but in the past 
year it has taken rather an important place. During the sporadic ourbreak of the epidemics of the 
past year, in one it occurred in more than 3 per cent. and in another more than a third of the thirty-six 
cases developed epididymitis as a complication during their convalescence. So far as can be determined 
there was no orchitic involvement. If it occurred at all it must have been slight and transient. The 
picture is that of a hard, sharply demarcated epididymitis, with the globus major as the primary focus, 
the process quickly extending to the body of the epididymitis. The tunica vaginalis testis usually con- 
tains a little fluid. The cause of the condition is in doubt. All cases occurred in men between 20 and 30 
and all were treated by massive intravenous doses of antimeningococcus serum. The nature of the 
lesion would point to its being septicemic in origin. The records show that seventy per cent. of the 
cases had a positive blood culture; twenty per cent. showed a negative blood as well as a negative spinal 
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fluid, and in the other ten per cent. the meningococcus was present in the spine, that is, the organism 
had reached the stage of localization and was no longer a systemic invader. From these data one would 
expect the onset of epididymitis to be a danger signal which was not the case. No relapses followed 
the condition and there was no apparent relation between the severity of the clinical features of menin- 
gitis or of sepsis, and the occurrence of epididymitis as a complication. The epididymal involvement was 
most severe in some of the mildest cases of meningitis. Apparently venereal disease was not a factor 
in causing this complication. None had active gonorrhea. The morbid anatomy of the condition is not 
known as no case has gone to necropsy. The inflammation quickly extends, but there is practically no 
pain or fever, and it lasts only a few hours. The diagnosis is usually self evident but a few cardinal 
points are mentioned: The preference in the locality for the condition, the absence of venereal infection 
and the absence of pain and constitutional disturbance, and lastly the lack of atrophy and the gradual 
return to normal of the inflamed organ, in this differing decidedly from the condition when it appears 
due to mumps or chronic syphilis or tuberculosis. There is no evidence of concurrent renal or bladder 
trouble and the prognosis is very good. The treatment consists mainly in leaving the patient alone 
and quiet and if the dragging pain is annoying a small pillow placed to relieve the tension will be found 
to be sufficient. The emunctories should be kept working. A tabulated statement of the laboratory 
data and clinical features in ten cases is given. 


CHLORAZENE IN GENITO-URINARY CASES. 


Dr. E. Styles Potter, visiting surgeon of the West Side Hospital, Genito-Urinary Department, 
New York City, has the following to say of irrigation in the treatment of urethritis: 

“Irrigation has long been known to be a useful method of applying locally the various remedies 
that have from time to time been considered favorably in the treatment of the simple and septic vari- 
eties of urethritis. After an experience extending over many years and thousands of cases and includ- 
ing the use of permanganate of potash, hydrargyrum bichloride, boric acid, carbolic acid, protogal, argyrol, 
tr. iron chloride, infusion of common drinking tea, zinc chloride, normal saline solution, etc., I now wish 
to call attention to the fact that Paratoluene-sodium-sulphochloramide (Chlorazene) used as an irri- 
gation remedy seems to possess most unusual curative effects. It has the advantage of not being irritat- 
ing, is evidently a powerful germicide and appears to have a slight astringent effect as well. I have 
been using this remedy in acute simple and septic anterior urethritis for some months and really the 
results obtained have led me to regard it as a very satisfactory remedy in the treatment of these con- 
ditions. 

“I have become to regard Chlorazene superior to permanganate, protogol, or other irrigating 
solutions in general use, and now use it exclusively.” 









COUNCIL ON PHARMACY AND CHEMISTRY 
New Articles Accepted (Abridged Report). 


During December the following articles have been accepted by the Council on Pharmacy and 
Chemistry for inclusion with New and Nonofficial Remedies: 


Non-Proprietary Articles: Benzyl Benzoate; Emetine Bismuth Iodide. 

Abbott Laboratories: Emetine Bismuth lodide-Abbott: 

Hynson, Westcott and Dunning: Benzyl Benzoate-H. W. and D.; Solution of Benzyl Benzoate, 
Miscible-H. W. and D. 

H. K. Mulford Company: Bismuth Emetine lodide-Mulford; Cachets Bismuth Emetine lodide- 
Mulford, 2 grains. 

E. R. Squibb and Sons: Chlopirated Eucalyptol-Squibb. 


NEW AND NON-OFFICIAL REMEDIES. 


Emetine Bismuth Iodide. A complex iodide of emetine and bismuth containing from 17 to 23 
per cent. of emetine and from 15 to 20 per cent. of bismuth. It has the action of emetine, but when 
taken by mouth, it is less likely to cause vomiting than the soluble salts of emetine administered orally. 
It has been used with apparent good results in the treatment of chronic cases and carriers of amebic 
dysentery, even where the hypodermic administration of emetine has failed. The commonly used 
dose has been 0.2 gm. (3 grains) daily for four days, either in a single dose at the midday meal or in 
divided doses. 

Emetine Bismuth Iodide-Abbott. A brand of emetine bismuth iodide complying with the 
N. N. R. standards. The Abbott Laboratories, Chicago. 

Bismuth Emetine Iodide-Mulford. A brand of emetine bismuth iodide complying with the 
N. N. R. standards. The H. K. Mulford Co.; Philadelphia. 

Cachets Bismuth Emetine lodide-Mulford, 2 grains. Each caciet contains 2 grains of bismuth 
emetine iodide-Mulford. The H. K. Mulford Co., Philadelphia. 

Benzyl Benzoate. The benzyl alcohol ester of benzoic acid. It lowers the tone of unstriped 
muscle and has been suggested as a remedy against renal, biliary, uterine and intestinal colic and other 
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spasms of smooth muscle, including angiospasm. Its clinical use is in the experimental stage. The dose 
is from 0.3 to 0.5 ce. (5 to 7 minims). Benzyl benzoate is a liquid at room temperature, insoluble in 
water, but miscible with alcohol, chloroform and ether. 


Benzyl Benzoate-H. W. and D. A brand of benzyl benzoate complying with the tests and stand- 
ards of N. N. R. Hynson, Westcott and Dunning, Baltimore, Md. 


Solution of Benzyl Benzoate, Miscible-H. W. and D. A solution of benzyl benzoate-H. W. and 
D. in 78 gm. ethyl alcohol emulsified with 2 gm. castile soap. It has the actions and uses of benzyl 
benzoate. Hynson, Westcott and Dunning, Baltimore, Md. 


PROPAGANDA FOR REFORM. 


Leonard Ear Oil. This is an alleged cure for deafness, sold by A. O. Leonard, New York City. 
Formerly it was sold on the mail-order plan as an accessory to Leonard's Invisible and Antiseptic 
Ear Drums. Now the “Ear Oil” is sold in drug stores. The Department of Health in the city of New 
York found it essentially to be liquid petrolatum with camphor, eucalyptol and alcohol emulsified by 
a soft soap, prosecuted Leonard, and prohibited the sale of the “Ear Oil” in New York City. The sale 
of the “Ear Oil” has also been prohibited in Cleveland (Jour. A. M. A., Dec. 7, 1918, p. 1932). 


Emetin Bismuth Iodid. The Council on Pharmacy and Chemistry reports that because of the 
apparently good results obtained with it, emetin bismuth iodid has been accepted for New and Non- 
official Remedies. Emetin bismuth iodid is insoluble in water and dilute acids, but is decomposed by 
alkalis, and thus should pass the stomach unchanged but exert its action in the intestines. Those who 
have reported on the use of the drug in amebic dysentery report that the disappearance of ameba from 
stools was generally complete and apparently permanent even in chronic cases of carriers and in cases 
where the hypodermic administration of emetin has failed. Purging and vomiting, however, are not 
entirely avoided. The drug is usually given in a single dose of three grains at the midday meal for 
twelve days (Jour. A. M. A., Dec. 14, 1918, p. 2013). 


Fact and Opinion on the Influenza Epidemic. At the recent meeting of the American Public 
Health Association the discussions relative to the etiology of the present epidemic resolved themselves 
into the belief that the bacillus of influenza is not the primary etiologic factor and that the actual cause 
is as yet unknown. In the argumentation for and against the face mask as a means of preventing the 
spreading of the disease, sight was lost of the fact that definite evidence has been presented to show that 
the wearing of a mask prevents the diffusior of pathogenic organisms of which we have definite knowl- 
edge. A paper was presented which indicated to the satisfaction of most listeners that a significant 
factor in the spread of the epidemic in army camps was the inadequate washing of mess kits (Jour. 
A. M. A., Dee. 21, 1918, p. 2074). 


The Goldwater Ordinance. In 1914 the Department of Health of the City of New York revised 
the Sanitary Code so as to require that no “patent medicine” should be sold in the city of New York 
unless the names of the potent ingredients are declared. The ordinance was bitterly fought by the 
“patent medicine”’ interests, the fight being led by E. Fougera and Co., E. N. Crittenton Co., and 
H. Planten and Son. Now the Appellate Court of New York has decided that the ordinance is void, 
but has upheld the principle that a disclosure of the formula of medicines may be required. The under- 
lying principle of the ordinance was the right on the part of the city to require disclosure of ingredients, 
and that right the Appellate Court upholds (Jour. A. M. A., Dec. 21, 1918, p. 2093). 


Influenza Vaccine. So far but two definite reports of adequately controlled experiments on the 
use of influenza vaccine appear to have been published. That of Barnes concerned the use of the Leary 
vaccine, composed of strains of the influenza bacillus, and indicated that the vaccine was not of prophy- 
lactic value. The second report, by G. W. McCoy and co-workers, concerned a carefully controlled 
experiment on the use of a mixed vaccine similar to that brought out by Rosenow, and indicated that 
this vaccine was not efficacious as a prophylactic against the present epidemic (Jour. A. M. A., Dee. 
21, 1918, p. 2094). 
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OFFICERS OF OKLAHOMA STATE MEDICAL ASSOCIATION. 
President—Dr. L. S. Willour, McAlester (A. E. F. in France). G. F. Border, Mangum, acting. 
President-elect—Dr. L. J. Moorman, Oklahoma City. 
lst Vice-President,—Dr. E. D. James, Miami. 
2nd Vice- President—Dr. H. M. Williams, Wellston. 
3rd Vice-President,—Walter Hardy, Ardmore. 
Delegate to A. M. A., 1919-1920—LeRoy Long, Oklahoma City. 


Meeting place, Muskogee—May 20-21-22, 1919 Headquarters, Hotel Severs. For details address 
Dr. H. C. Rogers, Phoenix Building, Muskogee. 


CHAIRMEN OF SCIENTIFIC SECTIONS. 


Surgery and Gynecology—A. A. Will, Oklahoma City. 

Pediatrics and Obstetries— Vice Chairman, O. A. Flanagan, 305 Bliss Bldg., Tulsa. 

Eye, Ear, Nose and Throat—R. O. Early, Ardmore. 

General Medicine, Nervous and Mental Diseases—F. W. Ewing, Muskogee. 

Genitourinary, Skin and Radiology—R. T. Edwards, Oklahoma City. 

Legislative Committee—Dr. Millington Smith, Oklahoma City; Dr. J. M. Byrum, Shawnee; 
Dr. J. C. Mahr, Oklahoma City. 

For the Study and Control of Cancer—Drs. LeRoy Long, Oklahoma City; Gayfree Ellison, 
Norman; D. A. Myers, Lawton. 

For the Study and Control of Pellagra—Drs. A. A. Thurlow, Norman; L. A. Mitchell, Frederick; 
J. C. Watkins, Checotah. 

For the Study of Venereal Diseases—Drs. Wm. J. Wallace, Oklahoma City; Ross Grosshart 
Tulsa; J. E. Bercaw, Okmulgee. 

Necrology—Drs. Martha Bledsoc, Chickasha; J. W. Pollard, Bartlesville. 

Tuberculosis—Drs. L. J. Moorman, Oklahoma City; C. W. Heitzman, Muskogee; Leila E. 
Andrews, Oklahoma City. 

Conservation of Vision—Drs. L. A. Newton, Oklanoma City; L. Haynes Buxton, Oklahoma 
City; G. E. Hartshorne, Shawnee. 

Hospital Committee—F. S. Clinton, Tulsa: M. Smith, Oklahoma City: C. A. Thompson, 
Muskogee. 

Committee on Medical Education—Drs. A. L. Blesh; A. K. West; A. W. White, Oklahoma City. 

State Commissioner of Health—Dr. John W. Duke, Guthrie, Oklahoma 


COUNCILOR DISTRICTS. 

District No. 1. Texas, Beaver, Cimarron, Harper, Ellis, Woods, Woodward, Alfalfa, Major, 
Grant, Garfield, Noble and Kay. G. A. Boyle, Enid. 

District No. 2. Dewey, Roger Mills, Custer, Beckham, Washita, Greer, Kiowa, Harmon, Jack- 
son and Tillman. Ellis Lamb, Clinton. 

District No. 3. Blaine, Kingfisher, Canadian, Logan, Payne, Lincoln, Oklahoma, Cleveland, 
Pottawatomie, Seminole and McClain. G. M. Maupin, Waurika. 

District No. 4. Caddo, Grady, Comanche, Cotton, Stephens, Jefferson, Garvin, Murray, Carter, 
and Love. J. T. Slover, Sulphur. 

District No. 5. Pontotoc, Coal, Johnston, Atoka, Marshall, Bryan, Choctaw, Pushmataha 
and McCurtain. J. L. Austin, Durant. 

District No. 6. Okfuskee, Hughes, Pittsburg, Latimer, LeFlore, Haskell and Sequoyah. Va- 
cant. 

District No. 7. Pawnee, Osage, Washington, Tulsa, Creek, Nowata and Rogers. N. W. May- 
ginnis, Tulsa. 

District No. 8. Craig, Ottawa, Delaware, Mayes, Wagoner, Cherokee, Adair, Okmulgee, Mus- 
kogee and McIntosh. J. H. White, Muskogee. 


STATE BOARD OF MEDICAL EXAMINERS. 


Melvin Gray, M. D., Durant, President; B. L. Denison, M. D., Garvin, Vice-President; J. J. 
Williams, M. D., Weatherford, Secretary; O. R. Gregg, M. D., Waynoka, Treasurer; E. B. Dunlap, M. 
D., Lawton; Ralph V. Smith, M. D., Tulsa; W. LeRoy Bonnell, M. D., Chickasha; Wm. T. Ray, M. 
D., Gould; W. E. Sanderson, M. D., Altus; H. C. Montague, D. O., Muskogee. 

Reciprocity with Georgia, Kentucky, Mississippi, Nevada, North Carolina, Wisconsin, Kansas, 
Arkansas, Virginia, West Virginia, Nebraska, New Mexico, Tennessee, Iowa, Ohio, California, Colo- 
rado, Indiana, Missouri, New Jersey, Verment, Texas, Michigan. 

Meetings held second Tuesday of January, April, July and October, Oklahoma City. 

Address all communications to the Secretary, Dr. J. J. Williams, Weatherford. 











DR. LEIGH F. WATSON Announces his removal to Chicago, 

where he will limit his practice to 

eenaeusuasegundapenies surgery and the treatment of Goiter 

30 North Michigan Ave. and Disturbances of the Glands of 
CHICAGO, ILL. Internal Secretion. 


DR. C. J. FISHMAN 
Practice Limited to 
CONSULTATION AND INTERNAL MEDICINE 
735 American National Bank Building OKLAHOMA CITY 


7-186-3 
DR. J. 8S. HARTFORD 


Practice Limited to Gynecology and Surgery. 
Phone W. 347. 411-12 State National Bank Bldg. 


DR. L. J. MOORMAN 


Consultation by Appointment 


St. Anthony’s Hospital 
Oklahoma City Oklahoma City, Okla. 


_12-17 


DR. JOHN W. DUKE 
Nervous and Mental Diseases. 


Sanitarium 310 North Broad 


DR. W. E. DICKEN 
Practice Limited to Surgery 


Oklahoma State Baptist Hospital OKLAHOMA CITY, OKLA. 


12-17 
REX BOLEND 


DRS. WALLACE & BOLEND 
Genito-Urinary Diseases and Cystoscopy 


201-7 American National Bank Building Oklahoma City, Okla. 


at? 


DANIEL W. WHITE, M. D. PETER COPE WHITE, M. D. 
Practice Limited to 
TREATMENT OF DISEASES AND SURGERY OF EYE, EAR, 
NOSE AND THROAT 


208-9-10 First National Bank Building Tulsa, Oklahoma 
Hospital: Sand Springs, Oklahoma 


12-17 








IN WRITING ADVERTISERS, PLEASE MENTION THIS JOURNAL. 








